Clinical Section
President-Sir HENEAGE OGILVIE, K.B.E., D.M., M.Ch., F.R.C.S. [November 9, 1956] The Solution of a Surgical Dilemma.-GEOFFREY FLAVELL, F.R.C.S., M.R.C.P.
The patient is a police inspector aged 43. In 1933 he had a left spontaneous pneumothorax, which recurred in 1937. Mass miniature radiography in 1953 revealed a very large emphysematous bulla at the apex of his right lung occupying much of the pleural space. The left apex was hypertranslucent ( Fig. 1 ). I advised excision of the air cyst but as he was symptom-FIG. 1 (January 1955).-The initial state of the patient's chest with the whole of the upper part of the right lung displaced by two enormous bullk. Note the hypertranslucency also present at the left apex. less he refused, but he continued to attend the follow-up clinic at six-monthly intervals. The bulla did not increase in size. He remained well until August 1955 when for the first time he noticed breathlessness, and a little later developed a cough productive of purulent sputum. This was followed by fever and hemoptysis. X-rays of his chest revealed a patchy opacity spreading over most of the upper lobe of the left lung ( Fig. 2 ). At first this was thought likely to be inflammatory, and following antibiotic therapy it resolved largely-but not wholly. As a diagnosis of "unresolved pneumonia" is unacceptable the patient was bronchoscoped, and a bronchial carcinoma was found growing from the left upper lobe orifice.
Left pneumonectomy was out of the question; and even if upper lobectomy had been technically possible it could not have been undertaken with so much of the opposite lung compressed by an enormous alveolar cyst. It was therefore decided:
(1) to treat the growth with deep X-rays in order to render lobectomy feasible, and
(2) to operate first upon the right lung to remove the bulla and so to secure maximum efficiency;
(3) then to operate on the left lung and remove the growth. Fio. 3 (June 1956).-The bulih have been removed from the right lung which is now totally re-expanded. The left upper lobe containing the neoplasm has been removed and an apical thoracoplasty performed to preserve the left lower lobe from increasing emphysema.
By the beginning of February 1956 bronchoscopy showed the growth to have regressed and to be now operable by lobectomy. On 6.2.56 two very large bullk with a volume of about 1 litre were excised from the upper lobe of the right lung, the anterior segment of which was spared. Post-operatively so much air leakage occurred from the raw area of emphysematous lung left behind that the patient developed a tension pneumothorax in spite of two drainage tubes attached to continuous suction pumps; and it was not until four pumps were put in line that the right lung completely re-expanded to fill the pleural cavity. Following this operation dyspncea was wholly relieved-in fact the patient has never been breathless since-and bronchospirometric studies showed his respiratory efficiency to have improved by 50%.
On 20.2.56 the left chest was opened, and the upper lobe of the lung removed without difficulty. On section, residual strands of polygonal cell carcinoma were found beneath the bronchial mucosa, but no growth reached to the cut end of the bronchus or was found in the regional glands. During the next few weeks the left lower lobe showed signs of increasing emphysema, so on 19.3.56 a left apical thoracoplasty was performed (with removal of the 2nd, 3rd and 4th ribs) to obliterate dead space and prevent over-expansion of the lower lobe (Fig. 3) .
By June the patient was completely well, working, and suffering not at all from breathlessness. Bronchoscopy showed the site of amputation healthy with no evidence of recurrence.
In September he complained of a persistent occipital headache and, suspecting a metastasis, I referred him to my neurosurgical colleague Mr. J. Crawford. On 12.9.56 ventriculography confirmed this diagnosis and on the same day Mr. Crawford performed a posterior fossa craniotomy and removed a well-defined secondary deposit of bronchial carcinoma 3 X 3 x 2 cm. from the right lobe of the cerebellum. There was no evidence of any other deposits.
The patient was ambulant two weeks after operation and has made an uninterrupted recovery.
The following cases were also shown:
